His condition varies from day to day, and he has periods of improvement and exacerbation. His chief symptoms are holding up of food at the cardia, accompanied by a feeling of weight in this region, and regurgitation. He must eat slowly, and if the dysphagia is troublesome the food has to be washed down with large quantities of liquid, otherwise it is regurgitated. Occasionally after a meal he " gets filled up" so that he dare not speak or move for fear of regurgitating. Before going to bed he excites retching or passes a tube in -order to empty the gullet and prevent regurgitation while aslee'p. The exhibitor haa always found fluid in the cesophagus, and has withdrawn from 65 to 150 c.c. The oesophagus is greatly dilated. Systematic stretching of the cardia was carried out early in 1915, and twice in 1917 -the last time after the patient had been to the Front. The patient keeps in good health, his weight is maintained, and he carries on his military work, which is chiefly administrative.
Note.-The case was demonstrated at the meeting: 130 c.c. of cloudy fluid were removed by suction from the dilatation-the last food and drink had been taken fully two hours previously. Gottstein's dilator was,then passed without local anaesthetic by the patient himself, and when the constricted part of the bag was in the cardia-epicardia this was stretched by distending the bag with water.
The PRESIDENT.
For the present I will only ask you to concentrate, as far as possible, on the two chief points raised by the openers. One of these is whether the cause of these dilatations is cardiospasm, and the other is the influence claimed by Dr. Hill for the diaphragmatic fibres about the cesophageal foramen:
Professor S. G. SHATTOCK, F.It.S.
At times the cesophagus will pass entirely through the right crus, fnd it is conceivable that under such circumstances an anatomical variation might lead to obstruction. In one such case which I have seen, however, dissection showed that the cesophagus above this abnormal entry was not dilated.
With regard to spasm: There have been put as alternatives that spasm may be one cause of this obstruction, and that the other may be inco-ordinated action, that is to say, a want of co-ordination between the descent of the contents of the cesophagus and the dilatation of the cardiac orifice. If we accept the observations of Dr. Brown Kellyand I think they are most important-we have a very simple and satisfactory solution of the cause of the obstruction.
I have long held myself that a hyperasthetic condition of the mucosa furnishes the most satisfactory explanation of hypertrophic stenosis of the pyloric canal; so that the mere passage of food over the membrane excites a spasm in the muscle, which may completely prevent the passage of food. That, therefore, is a theory congruous with Dr: Brown Kelly's observations upon the cesophagus. There is one difference, anatomically, in the case of the pylorus; there is an overgrowth of muscular tissue at the site of obstruction. That we do not see in oesophagectasia. In an excellent preparation at St. Thomas's Hospital, e.g., in which a man, after thirteen years' obstruction, died of inanition, there is no muscular thickening whatever at the cardia. This may, therefore, in the minds of some, still make forthe theory of neuro-muscular inco-ordination; for the closure beyond the area of excitation might have been due, not to an active spasm, but to a failure in the co-ordinated dilatation.
When we cast about for somewhat analogous conditions, one of the -nearest perhaps is that of the urinary bladder. There are certain cases of idiopathic dilatation of the urinary bladder, male and female, in which one can find no trace of -urethral obstruction. I have examined some such, and they have been described also by others, and what is more, they occur in the foetus. They might be thought to be cases of infection and of spasm incited in the urethral muscle by the passage of urine over an inflamed mucosa, but the fact that the conditions may occur before birth will exclude such a view. There is one example in Guy's Hospital Museum, another in the College of Surgeons, of female children whose bladders, at birth, were greatly distended without discoverable cause of obstruction.
That some such are due to neuro-muscular inco-ordination may be guessed from the phenomenon of what Paget called "stammering " bladders; where after the escape of a few drops of urine, a complete block will ensue, which may last long enough to lead to painful distension. 1n reflecting upon this subject' I considered the possibility of there being not a hypertesthetic but a hypoasthetic state of the vesical mucosa (pharyngeal hyposesthesia or complete anesthesia is well known in hysteria). The view seemed to me, moreover, applicable as an explanation of megacolon, where the colon slowly dilates without any trace of organic obstruction; and this, commencing iii the pelvic portion where there is no anatomical sphincter. In connexion with this subject I devised the following experiment: Into the bladder of a female cat a little cocaine solution was injected through a fine-catheter ;, after a few minutes the bladder could be indefinitely distended with salt solution, none of which escaped by the side of the instrument, as it did before the local anaesthetic was used. Obviously, one of two things had happened; either the mucosa had been rendered anaesthetic and had failed to furnish the proper reflex for the excitation of the detrusor urina, the sphincter remaining co-ordinately contracted, or the cocaine had reached the muscular tissue and produced motor paralysis. And this leads me to conclude by suggesting that one way of discovering whether we are dealing with an extraneous factor like the constriction, actual or virtual, of the diaphragm, or with the intrinsic factor of proper spasm or achalasia, might consist in the use of this local anesthetic. I am sure the skill of laryngologists would enable them to cocainize the cardiac orifice or the cardiac end of the oesophagus. You will either anaesthetize the mucosa, or, better still, paralyse the musculature of the cardiac orifice. And then, if it were found that the obstruction was removed, Dr. Hill's view that all these cases are due to phrenic conditions would, I think, be negatived.
I may add this further criticism: that if the obstruction is really where Dr. Hill suggests it, is, a study of the preparations on the table will show that the dilatation later on proceeds down to the actual orifice of 'the stomach; on his view this should mot be so. For let us assume that the dilatation started at the diaphragm; as it proceeded it would overcome the obstruction, and on reaching the cardia the obstruction should be removed. But that is not the case. The dilatation, in these preparations, ends only at the gastric orifice, and we must conclude, I think, that we are dealing either with spasm of the cardia or with a form of obstruction due to ifico-ordination.
Mr. W. STUART-LOw.
I regret that more *efinite statistics have not been given with reference to the incidence of this affection of the cesophagus as regards the period of life at which it occurs and in which sex. Neither of the introducers of the discussion have given attention to this important
